Background and methodology There is growing interest in the UK towards increasing treatment options for women undergoing abortion and miscarriage. Such options include home medical treatment and surgery under local anaesthesia (LA). This study aimed to gauge views of women undergoing abortion and treatment for miscarriage at the Royal Infirmary Edinburgh towards medical treatment at home, and surgery under LA, to determine whether new services should be developed. The study consisted of a self-administered anonymous questionnaire.
Introduction
Current abortion legislation in Great Britain requires that both mifepristone and misoprostol be administered in an National Health Service (NHS) hospital or approved place. 1 This does, however, leave the opportunity for women to return home to complete their medical abortion. 1 Surgical abortion and evacuation of miscarriage in the UK have traditionally been performed under general anaesthesia (GA), but use of local anaesthesia (LA) gives shorter inpatient stay, avoids the risks of GA, and is associated with a lower risk of uterine perforation. 2 Guidelines from the Royal College of Obstetricians and Gynaecologists recommend that surgical evacuation of the uterus under LA should be available for both induced abortion and miscarriage. 2, 3 The Royal Infirmary of Edinburgh (RIE) is the major provider of pregnancy support services for miscarriage and of abortion services in NHS Lothian (81% of abortions in 2007 were performed at RIE; n = 2185). RIE currently offers medical abortion and management of miscarriage in hospital and surgical abortion and management of miscarriage under GA. The principal objective of this study was to determine the preferences of women who underwent induced abortion or miscarriage with regard to possible future treatment options including medical management at home and surgical management under LA.
Methods
Between November 2006 and January 2007, women undergoing a medical abortion (<9 weeks gestation), surgical abortion (≤12 weeks) or management of firsttrimester miscarriage at RIE were invited to complete an Women's preferences for method of abortion and management of miscarriage anonymous questionnaire regarding future treatment preferences. The questionnaires were distributed by nursing staff to women on their arrival at RIE for an abortion procedure, or to women with a diagnosis of miscarriage at their clinic visit to arrange subsequent management. The questionnaires contained a brief introduction and explanation of the various treatment methods followed by a series of short questions requiring 'yes/no' answers, 'tick box' responses to statements which corresponded most closely to patients' views and openended questions. Limited demographic data were collected including age and postcode, which were used to obtain a Carstairs deprivation category score . 4 Women were asked to place completed questionnaires in a collection box in a sealed opaque envelope. Women undergoing abortion thus completed questionnaires immediately prior to their medical or surgical procedure, whereas women undergoing miscarriage completed them on the day that they decided on subsequent management.
Statistical analysis
Statistical analysis was performed on coded data using Statistical Package for the Social Sciences (SPSS) software (SPSS Inc., Chicago, IL, USA). Comparisons were carried out using the Pearson Chi-square test or Fisher's exact test. Statistical significance was defined as p<0.05. The study was conducted as part of the first author's medical student specialist project.
Results
Questionnaires were distributed to 100 women choosing medical abortion, 60 choosing surgical abortion and 60 women with a miscarriage. A total of 148 completed questionnaires were returned comprising 97, 30 and 21 from medical abortion, surgical abortion and miscarriage groups, respectively (completion rates of 97%, 50% and 35%, respectively). There was no significant difference in the mean age of respondents in each group, although women having a miscarriage tended to be older (23, 21 vs 34 years from medical abortion, surgical abortion and miscarriage groups, respectively). There was no significant difference in deprivation category scores between groups (data not shown).
Preference of women undergoing abortion
All 97 women undergoing a medical abortion stated that they had chosen this method, but only 50% of respondents undergoing surgical abortion (n = 15) had chosen surgery, with the remainder stating that they had not been offered a choice of method (in most cases because they had presented too late for medical abortion). When asked which abortion method women would choose in the future, if given the choice of medical at home or in hospital, or surgical under GA or LA, the majority of women (88%; n = 87) undergoing a medical abortion stated that they would choose a medical method again, either in hospital (61%; n = 59) or at home (27%; n = 26). Only 4% (n = 4) stated that they would opt for surgical abortion under GA and 8% (n = 8) for surgery under LA ( Figure 1 ).
The majority (18/30; 60%) of women currently having a surgical abortion expressed a future preference for this method again, with only 6% (n = 1) opting to have this performed under LA (Figure 1) . Table 1 shows the first and second future choices if all methods were available.
When asked which type of anaesthesia women would choose if they had no choice of method, but had to have a surgical abortion, most women (n = 93, 73%) stated that they would prefer GA. The commonest reasons for this were because of their desire to be asleep and unaware (n = 82; 88%), a fear of pain (n = 7; 8%) and the avoidance of upsetting memories (n = 4; 4%). The remaining 27% (n = 34) of women who would choose LA stated a desire to be awake and aware (n = 17; 50%), the avoidance of side effects of GA (n = 11; 33%), a quicker recovery (n = 4; 10%) and current health problems (n = 2; 7%). Of the women preferring LA, five women were currently having a surgical abortion (5/28; 18%) and 27 were from the medical abortion group (27/96; 28%). This was not statistically significant (p = 0.67).
When asked which setting (hospital or home) women would choose if they had no choice of method, but had to have a medical abortion, the majority (n = 88; 69%) would choose hospital. The main reasons were concern about adverse events at home/perceived increase in safety within hospital (n = 42; 48%) together with the 'presence of professional support' (n = 22; 25%). Other reasons included pain relief (n = 15; 17%), reassurance that the pregnancy had passed (n = 7; 8%) and confidentiality (n = 2; 2%). Of the 31% (n = 39) of women who would choose a home setting, this was for reasons of privacy or comfort (n = 26; 67%), family being present (n = 8; 21%), the ability to carry out daily tasks whilst at home (n = 2; 4%), fewer hospital visits (n = 2; 4%) and the 'shame of the procedure' (n = 2; 4%). Of those women who would prefer a home setting, five women were currently having a surgical abortion (5/28; 18%) and 33 were from the medical abortion group (33/97; 34%). These results were not statistically different (p = 0.089).
Preference of women having a miscarriage
All 21 respondents had chosen surgical evacuation for managing their current miscarriage. The most popular future choice was surgery under GA (n = 7; 35%) ( Table 1) . The commonest reasons for choosing surgery under GA mirrored those reasons given by those having an induced abortion (results not shown). In response to their choice of anaesthesia if only the surgical method were offered, 35% (n = 7) would choose LA. Regarding choice of setting if only medical methods were available, 67% of respondents (n = 14) would opt for hospital management with 33% (n = 7) choosing the home setting. The commonest reasons for choosing hospital and home settings mirrored those reasons given by women having an induced abortion (results not shown).
Influential factors on method
In combining responses from women in all groups, there was a (non-significant) tendency for older age groups (>36 years) to be more accepting of LA (p = 0.061). There was
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Levine and Cameron Table 1 Preferred future first and second choice of method by women undergoing induced abortion (n = 127) and miscarriage (n = 21). Women did not always express both a first and second choice no association between choice of anaesthesia and deprivation category score (results not shown).
Abortion method Abortion first choice Abortion second choice Miscarriage first choice Miscarriage second choice (n = 122) [n (%)] (n = 99) [n (%)] (n = 20) [n (%)] (n = 14) [n (%)]
Discussion
This is the first study to determine women's views on four possible ways of managing miscarriage or induced abortion. This study showed that if women in Lothian having a medical abortion were offered all four options in the future, the hospital medical method would be the most popular future choice. Clearly the majority of respondents were women currently choosing a medical abortion, which is likely to influence the choice of method overall. Also, women choosing medical abortion had the highest response rate, which may reflect the duration of time that they remained in hospital and thus had available time to complete the questionnaire. Nevertheless, medical abortion at home was the preferred option for almost one in four women having a medical abortion. Although this cannot legally be initiated at home, our results suggest that allowing women to leave our medical abortion service soon after administration of misoprostol and to subsequently abort at home could be a welcome service development. 5, 6 A recent evaluation of different sites for early medical abortion in England reported that the majority of women treated as outpatients were satisfied with this method. 6 Furthermore, one pilot of early medical abortion on this 'outpatient' basis reported that it was significantly cheaper for the NHS than providing an inpatient service. 5 In our study, only a minority (6%) of those undergoing a surgical abortion stated that they would opt for this under LA. This may be because women in our population have tended to choose surgical abortion because they want to be asleep and unaware of the procedure. 7 Nevertheless, our study suggests that surgery under LA would be a welcome development for managing miscarriage, since almost one in three women in our miscarriage group stated that this would be their future method of choice. There was also good support for home medical management of miscarriage. Clearly, however, the limited numbers in this group mean that the precise extent of support cannot be accurately determined.
Conclusions
Our study suggests that one quarter of women undergoing an early medical abortion in our hospital service would choose to abort at home if this were possible. Allowing women to go home soon after they have received misoprostol may therefore offer a welcome service to women and be less costly to the NHS whilst remaining within the current legal framework. Women undergoing management of a miscarriage (although few in number) were also keen to opt for the new choices of home medical management and surgery under LA. By improving patient choice, these new services could help improve women's journeys through difficult life events such as abortion or miscarriage. This is an excellent book, written by an ex-patient and an expert. The book is aimed at those couples that find themselves in the position of going for in vitro fertilisation (IVF) treatment. It is clearly written, systematic and balanced. In a field where there are often conflicting views and practices, this book provides a carefully researched, impartial guide for couples. I strongly recommend it to all patients who are contemplating IVF treatment.
As I am sure that this book will be updated and revised in the years to come, I take this opportunity to offer some suggestions for future editions. I think one of the most difficult situations that couples find themselves in is not so much when they don't get pregnant following treatment, but more so when things go wrong in the clinic. Most of us can cope with the ups and downs of life, but we all want to feel we have had the best treatment that can possibly be offered. I think, therefore, that it would be helpful to have a section entitled "When things go wrong" containing advice on to how to proceed specifically for those couples that attend for clinic appointments but who are unhappy with their experience. Another area that I think is worth exploring in a little more depth in this multicultural society in which we live are the pressures and challenges faced by couples from different ethnic and cultural backgrounds. Certainly couples from the Indian subcontinent face a number of challenges -be they cultural or religious -which many find difficult to overcome. Lastly, it might be helpful to expand the section on preparation before attending for fertility treatment to include topics such as being checked for rubella immunity, folic acid (this is mentioned but there are certain categories where the woman should be on a higher dose) and the woman being up to date with cervical smears. There is also a requirement for viral screening prior to treatment, and again it would be helpful to have this explained.
Whilst this book is aimed squarely at the patient population, there is one section describing the waiting room experience of patients that I think is an absolute 'must read' for all clinic staff. I am sure that we all recognise this particular experience.
